Jan. 14, 220 12:09PM  Kindred Hosp, Seattle 18t Hill No. 7079 P )

Adverse Event Contextual Information Form

(l meglon State Depnﬁn?:z‘ (Optional)

Hiate law requires facilities fo conflrm adverse events with the Deparliment of Health when they occur. (RCW
70.66.020) The facility must nolify the department within 48 hours of confirming an event. Notification includes date,
type of adverse event, and facility contact informalion. Facilities may also include coniextual informalion regarding
the reported event by completing and submitting this form. This farm s optional and not reguired as part of the
reporting requirements.

Public disclosure requests of an adverse evenl will include any contextual information the medical facility chose to
provide, (RGW 70.56.020(2)(a))

Complete the foliowing information and return by:
»  Emall to: AdverseEventReporing@doh.wa gov, or
» Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 88504-7888, or
v Fax to; Adverse Events (360) 236-2830

Fasliity Name: | Kindred Hospital Seattle

Facliity Contact; | Ryan Hosken (Director of Quiality)

hitps:/iwww Kindredhealthcare. c-.omilunahonsitransltaunal -care-hospitalsfiindred-
Faellity wob site: | wosnital-seattle-firat-hil

Date of Rvent Confirmation | 1/10/2020

Facility capacity: 50
(&.9., # of heds, moms,
procedures per year)
§ LTAC

Other Facility information:

Patient A was assessed as having sacrum/left bu?toc—iz/coccyx deep tizsus Injuries

Event Information: | 131y vreaant on admisalon - patient was admitted 1/2/2020

Per 1/10/2020 note at 1946 - three separate DTls have demarcated and prasent
a5 one Stage 3 wound —~ DQM notified on 1/14/2020 at 0930

Offles of Community Health Systems
DOH 530-106 {March 2011)



Jan, 15, 2020 10:36AM  Kindred Hosp. Sealtle fsi Hill Ne. 7092 P2

' . Adverse Event Gontextual Information Form
’ zsluuglﬂnSfuchapaﬂmentuf (Opfl anal)

Health

Htate law requires facilities to confirm adverse events with the Depariment of Health when they ocour. (RCW
10.56.020) The facility must notify the depariment within 48 hours of confirming an avent. Notification includes date,
type of adverse event, and facility contact information. Facilitles may also include contextual information regarding
the reported event by completing and submitting this form, Th|5 form Is optional and not required as part of the
reporting requirements,

Public disclosure requests of an adverse event will include any confextual information the medical facility chose to
provide, (RCW 20.56.02_0(2)(a))

Complete the following Information and return by:
»  Emall to; AdverseEventReporting@doeb, wa.qov, or
«  Mall to: DOM Adverse Events, PO Box 47863, Olympla, WA, 98504-7853, or
» Faxio: Adverse Evenis (360) 236-2830

Facﬂ]ty Name: Kindfed HDSpiia[ Seatﬂﬂ

Facility Contast: | Ryan Hosken (Director of Guality)

) hitps:ferenw Kindredhealthcare.comflocations/(ransitional-care-hospitals/kindred-
- Faaility web site: | haspital-sealtle-first-hill

Date of Event Confirmatlon: | 1/14/2020

Facllity eapacity: 50
{8.9., # of bads, ronms,
procedures per year)
LTAC

Other Faclility information:

Fatient B was assessed as having sacrococeygsal pressurs injury notad to have
evolved 1o unstageable on 1/14/2020 - patient was admitted on 12/24/2019 wilh
Stage 2 pressure injury to sacrum/coctyx pressnt on admlssion

Event |nformation:

Offica of Communily Haafth Systams
DOH 530-106 (March 2011}



Adverse Event Contextual Information Form

/ ’ Washingion Shate Departmenit of (Optional)
'@ Health

State law requires facilities to confirm adverse events with the Department of Health when they occur. (RCW.
70.56.020) The facility must notify the department within 48 hours of confirming an event. Notification includes date,
type of adverse event, and facility contact information, Facilities may also include contextual infermation regarding
the reported event by completing and submitting this form, This form is optional and not required as part of the
reporting reguirements,

Public disclosure requests of an adverse event will include any contextual information the meadical facility chose to
provide. (RCW 70.56.020(2)(a))

Complete the following information and refurn by:
« Emailto; AdverseEventReporting@deh.wa.gov, or
» Mail to; DOH Adverse Bvents, PO Box 47853, Olympia, WA, 98504-7853, or
« Faxio: Adverse Events (360) 236-2830

Facility Name: | Kindred Hospital Seattle

Facility Contact: Ryan Hosken (DEFECtDT of QUE‘IW)

N ) https thawrw Kindredhealthcare, camllocallonsltransmonal -care-hospitals/kindred-
Facility web site: | nogpital-seatfle-first-hil

Date of Event Confirmation: | 1/21/2020 (pertaining to iwo patienis and two event reports)

Facility capacity: | 20
{e.g., # of beds, rooms,
procedures per year)
{ TAC .

Other Facility information:

4F event reported on 1/21/2020;

Patient C was assessaed as having an abrasion on the right heel that was present
on admission. This abrasion was reported to have evolved to a Stage 3 as of today
{1121/2020). Patient was admitted 1/6/2020.

Evant Information:

Patient C was also assessed as having a Stage 3 sacral wound that was presént
on admission (1/6/2020). The sacral wound was reported to have progressed to
unstableable (worsened) as of today (1/21/2020).

4F event reported on 1/21/2020:

Patient D was assessed ag having a Stage 2 sacral wound (hot presented on
admission) that progressed to fwo separate pressure injuries, a stage 3 and an
unstageahle wound, both on the patient's sacrum. Patient was admitted 9/1/2019.

Office of Communily Health Systams
DOH 530-106 (March 2011}




.. ;é:;*ﬁ{) Wastiglos Stake Deynirlment of Adverse Event Contextual Information Form
fi7 (Optional)
@ Health |

State faw requires facilities to confirm adverse events with the Department of Health when they occur. (RCW
70.56.020) The facility must notify the department within 48 hours of confirming an event. Notification includes date,
type of adverse event, and facility contact information. Facilities may also incllide contextual information regarding

the reported event by completing and submitting this form. This form is optional and not required as part of the
reporting requirements.

Public disclosure requests of an adverse event will include any contextual information the medical facility chose to
provide. (RCW 70.56.020(2)}(a))

Complete the following information and return by: :
s Email to: AdverseEventReporting@doh.wa.qov, or
* Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
+ Faxto: Adverse Evenls (360) 236-2830

Facility Name: EQOJ} Adarms  Rural HRoadW coro,
Facflity Sontact: | T vt Ca-  Peppenc)

Facility web site: &AR \‘\\ OOy
Date of Event Confirmation: \§ - (:) 5 - )

Facility capacity:
{e.q., # of beds, rooms, VS \QQ_QSLS .

procedures per year)

Other Facility information:

Event information: | P\ (\e&gc\e‘(ﬁ@ﬂd%@\g Sounct Yo \’WCLUQ)
NMe& Vand  0p  anotvrer Semales
ST T occaved  gften
WWe noon Mgl gy Yaslao
s  woas wownesseo! k@ Yo
CNOrge. numse. - Male  resdent rempe
W handd hon sk cane
T C/w\m% o . Yewale  pesicle
tcevwioued nurse.  talked 4o
fors  ore docvp&\f\o* slae- Gayining,
A58 ot O\Q)(\Q/ Mo )
cesidenty  on glent  ancivg

Office of Communily Health Systems
DOH 530.106 {March 2011)



Feb. 4. 2020 10:50AM  Kindred Hosp, Seattle fst Hill No, 1259 9, 2

Adverse Event Contextual Information Form

/ Washisgton Stale Departimau of {Optiona E)
@ ) Health

Btate law redqulres faciiities to confirm adverse events with the Depariment of Health when they ocour. (RCW
70.56.020) The facility musi notify the department within 48 hours of confirming an event. Notification includes date,
fypa of adverse event, and facilify contact information. Facilities may also include contexiual information regarding
the reported event by completing and submitting this form, This form Is oplivnal and not required as part of the
reporting requirements,

Pubfic disclosure requests of an adverse event will include any contextual information the medical facillty chosge to
provide, {RCW 70,56.020(2)(a)}

Complete the following information and return by:
« Email to: AdverseEventReporting@doh.wa.goy, or
«  Mail to: DOH Adverse Events, PO Box 47863, Olympla, WA, 985047863, or
v Faxto Adverse Events (360) 236-2830

Facility Name: Kindred Hospital Seallle

Facility Gontact; | Ryan Hosken (Director of Quality)

N | hips:lhwww kindredhealthcare.com/ocationsftransitional-care-hospitafaikindred-
Faeility weh site: | hogpltal-seattie-first-hil

Date of Event Confirmation: 143172020

Facility eapacity: 50
{e.g., # of hads, rooms,
procedures per year)
LTAC

Ofter Faollity Infoymatlon:

e

Eventinformation:

4F event reported on 1/31/2020:

Patient F was assessed as having a deep tissue prassure injury (DTPI) to the left
ischial tuberosity on 1/472020. The DTPI fo the left ischium was reported to have
evolved to & Btage 3 as of 1/31/2020. Patient was admilled 12/21/2019,

Difica of Commuynily Heaith Systamg
DOH 530106 (March 2011)




Feb, 6 2020 3:53PM  Kindred Hosp. Sealtle {st Hil} No. 7261 P 2

Adverse Event Contextual Information Form

Wshington State Deportment of ( Op tio nﬁ[)

() Health

Stafe law requires facilities to confirm adverse events with the Departmant of Heatth when they oceur, (RGW
70.56.020) The facility must notify the department within 48 hours of confirming an avant. Notlflcation includes data,
type of adverse svent, and facility contact information. Faclities may also include contextual information regarding
the reported event by completing and submitfing this form, This form is optional and not required as parf of tHe
reporiing requirements,

Public disclosure requests of an adverse event will include any contextual Information the medical facility chose to
provide, (RCW 70,56 020(2)(a))

Complets the following information and return by:
o Email to: AdverseEventReportina@doh.wa.goy, or
+  Mail to; DOH Adverse Bvents, PO Box 47853, Olympia, WA, 98504-7853, or
» [Faxto: Adverse Evanls (360) 236-2830

Facility Name: | Kindred Hospital Sealtle

Facllity Gontact: | Ryan Hosken (Director of Quality)

N _ | hitps:/fwww.kindredhealthcare.com/locations/ttansitional-cere-hospltals/kindrad-
Facility web site: | hogpital-seattie-first-hill

Date of Event Gonfirmation; | 2/3/2020

Facliity capanity: 60
(8.43.. # of bads, rooms,
procedures per year)
LTAC

Othar Facility information:

4F event reported on 2/6/2020
4F esvent on 2/3/2020

Patient G was sesessed as having unstageable pressure injuries to the right and
left sides of his forehead on 2/3/2020, as well as a stage 3 sacral pressure injury
on 2/3/2020, Delayed reporting due to clarification of stages (2 vs 3funst). Patient
was admitted 1/28/2020.

Event Information:

(Offics of Communily Haallh Systams
[30H 530106 (March 2011)




Feb, 6. 2020 5:50PM

Washlniglon State sz;.rhmrﬂn}’

-///  Health

Kindred Hosp, Seallle s Hil) No. 7202 P 2

Advarse Evant Contextual Information Form
{Optinnal)

State law requires facililles to confirm adverse events with the Department of Heailth when they oceur. (RCW
70.56.020) The facility must notify the department within 48 hours of confirming an event. Notification includes date,
fype of adverse event, and facility contact information, Facllifies may also Include contextual Infarmation regarding
the reported event by completing and submitting this form. This form is optional and not required as part of the

reporiing requirements,

Public disclosure requests of an adverse event will include any contextual information the medical facility chase fo
provide. (RCW 70.66.020(2)@))

Complete the followlng information and refurn by
»  Emall to; AdverseEveniReporting@doh.wa.gov, of

»  Mall to; DOH Adverse Events, PO Box 47853, Glympla, WA, 98504-7853, or
» Faxto: Adverse Events (360) 236-2830

Faclilty Name:

Kindred Hospital Seattle

Faoility Cantant:

Ryan Hosken (Director of Qualily)

Faeifity web site:

hitps:/iwww. kindredhealthcare.com/locationsitransitional-care-hospitals/indred-
hospital-seatfle-first-hifl

.

Date of Event Confirmation:

2412020 (x3) and 2/6/2020 (x1)

Other Facility information:

Facility capacity: 6o
{(e.0., # of heds, rooms,
procaduras per year)
LTAC

Event information:

Additional 4F events reported on 2/6/2020
4F event{s} on 2/4/2020

Rationt H wag agsessed ag having a stage 3 pressurs injury fo lower mid-back on
2/4f2020. Patient also discharged on 2/4/2020. Patient was admitted 1/8/2020,

Fatient | was assessed as having right heel wound that resolvad from stage 4 gn
6912018 (previously reported) to stage 2 prior to an infection noted on 2/4/2020
making the prassure infury unstagoablo (worsened), Patient was admitted
211812019,

Patient D2 wag sssessed as having a stage 3 prassure injury to coccyx on
112172020 (previously reporied) that has advanced fo unstageable (worsenad).
Araz of radnass to coctyx nofed §/172019. Patient was admilted 8/21/2019.

4F gvent on 2/6/2020

Patient E£2 was assossed as having a deep tissue pressure injury (DTP1) to right
heal initially assessed on 1/24/2020 noled as unstageable on 2/6/2020. The DTRI
to the right hip was reported to have evolved to stage 3 as of 1/29/2020 (previously
reported). An adjacent pressure injury (rtght greater frochanter srea of vight hip)
was noted on 2/6/2020 as unstageable. Pafient admitted with multiple pressure
injuries and surgical aites on 1202212019,

Note: As in 2019, patients will he reporied as A through Z based on date of 4F
event. A number will folfow If the patient was previausty renoried In 2020, Patients
reported In 2019 or not praviously reported will be assigned & new lelter (A-Z).

Office of Communily Health Systems
BOH 530-106 {March 2011)




Adverse Event Contextual information Form

’ H’nshinglansmcDe‘pmnrtii; (Optional)

State law requires facilities to confirm adverse events with the Department of Health when they oceur. {(RCW
70.56.020) The facility must notify the department within 48 hours of confirming an event. Notification Includes date,
type of adverse event, and facility contact information. Facilities may also Include contextual information regarding

the reported event by completing and subrnitting this form. This form is aptional and not required as part of the
reporting requirements,

Public disclosure requests of an adverse event will include any contextual information the medical facillty chose {o

provide. (RCW 70.66.020(2)(a)). Please do not Include any personally identiflable information for any patient,
healthcare professional or facility employee in this form.

Complete the following information and return by:
» Emall to: AdverseEventReporting@doh.wa.gov, or

« Mail to: DOH Adverse Events, PO Box 47853, Olympla, WA, 98504-7853, or
+ Faxto: Adverse Events (360) 236-2830

Facllity Name: | Newport Hospital & Health Services
Facllity Contact; | Lynn A. “Pete” Peterson, MSN, RN, CRNA
Facllity web site; | Mips:/fnewporthospitalandhealth.org
Pate of Event Confirmation; | 02/06/2020

Facifity aapacity: Critical Assess Hospital {Less than 25 beds)

(e.qg., # of beds, rooms,
procedures per year)

Other Facility Information:

Event information: | [ €1t that this is a moderate 'injury but initiated simple RCA review with staff,
Patient Discharge Home without Incident.

70yo temale severe anemia and cardia demand Ischemia
Patient fall on 2-08-2020.

Johns Hopkins Hospital Adult Fall Assessment Tool of Low {5).
Fall Prevention in place prior to fall;

Bed in low position, Bed Brake on, Educated to use call light, Call Light in reach,
Curtains open, door ta room open,

Fall: 2-068-202 @ 2245

Post Fall Evaluation: Emergency Department Physlcian evaluation and ordered
CT Head reported at 0227

Findings: (1) Minimal trace subarachnoid hemorrhage
Patient put on gth neuro checks throughout the night.
Patients only o/o headache

No other associated issue or complications,

Office of Community Health Systems
DGH 830-106 (March 2011)



Feb. 13, 2020 12:53PM  Kindred Hosp. Seattle 1st Hill No. 7342 P )

Adverse Event Contextual Information Form

é Washinglon Stale Dapartment of (Optional)
! Health

State law requires facllities to confinn adverse events with the Depariment of Health when they occur, (RCW
70.56.020) The faciity must notify the deparfment within 48 hours of confirming an event. Nolification includes date,
type of adverse event, and facility vontast information. Facilities may also include contexiual information regarding
the reported event by completing and submitting this form. This form is optional and not required as part of the
reporting requirements.

Public disclosure requests of an adverse event will include any contextual information the medlcai facility chose to
provide, (RCW 70.56.020(2)(a))

Complete the following information and returi by
» FEmail to: AdverseEveniReporting@doh.wa.gov, or
» Mail o: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
v Faxio: Adverse Events (360) 236-2830

Facitity Name: | Kindred Hospital Seattle

Facility Contact: Ryan Hasken (Director of Quality)

i htps:/www.kindredhealthears.com/locationsitransitional-care-hospitals/kindred-
Facility web site: | hospital-sealle-first-hil

Date of Evert Gonfirmation; | 2/6/2020 and 2/7/2020

Facllify capacity: 50
{e.g., # of heds, rooms,
pogadures per year)
LTAC

Other Faallity information:

4F events reported on 2/8/2020
4F event on 2/6/2020

Pafient J was assessed as having an unstageable (vs sage 2) pressure Injury to
the left thigh likely related to Foley tubing on 2/6/2020. Patient was adimilted
11412020

AF evenf on 20772020

Patient K was assassed as having a deep lissue pressure injury (DTPI) to the
sacruim which was noted to have evolved {o stage 3 on 2/7/2020, Patlent was
admitted 1716/2020,

Fvent Informationm:

Note: Our next aggregale RCA is scheduled for submission on 2/24/2020. Kindred
Beattle Hospital is addressing some inter-rater variation in staging for identified
and reported 4F events by establishing a process of peer-review for concurrence,
However, o meat our 48-hour window for reporting, all potential events will ba
reported (though some may be relracted later).

Offica of Conmunity Haallh Systems
DOH 530-106 (March 2011)




Feb, 13, 2020 3:45PM  Kiadred Hosp. Seattle st Hill No. 7347 P 2/2

Adverse Event Contextual Informafion Form
! Wﬂsﬁhs‘giau Slafe Dq,mn el of (Optional)

Health

Slate law requires facilities to confirm adverse events with the Daparimant of Health when they oceur, (RCW
70.56.020) The facility must notify the deparliment within 48 hours of confirming an svent. Notification includes date,
type of atdverse event, and facilify contact information. Facilities may also include contextual information regarding
the reported event by completing and submitling this form. This form is optional and not required as part of the
reporting requirements.

Public disclosure requests of an adverse event will inslude any contextual information the medical facility chose to
provide. (RCW 70.56.020(2)(a))

Complete the following information and refurn by:
v Emall to: AdverseEventReporlina@doh wa.gov, or .
»  Mall to: DOH Adverse Events, PO Box 47853, Olympla, WA, 98504-7853, or
v Faxlo: Adverss Events (360} 236-2830

Facllity Name: | indred Hospital Seatile

Facillty Contact: Ryan Hosken (Director of Qualily)

N | hitps:ifwww kindredhealthicare com/locations/transitional-care-hospitalsfkindrad-
Facility web site: | hogpital-seattle-first-hill

Date of Event Confirmation: | 2/18/2020

Facllity capacity: | 09
{e.g., # of beds, rooms,
nrocedures per yesr}
' LTAC

Other Faacility information:

4F event reported bn 2/1312020:

Patiant F2 was assessed as having a deep tissue pressure injury (DTRI) to the left
ischial fuberosity on 1/4/2020. The DTPI to the left ischium was raported to have
evolved to a stage 3 as of 1/31/2020. This sams wound was reportad to have
evolved to stage 4 on 2/13/2020. Patient was also noted to have a stage 3
prassure injury to the trochanter of the left hip on 2/13/2020. Patient was admitied
1202412018,

Event Information:

Office of Community Health Systems
DOH B30-106 (March 2011}



Feb, 27. 2020 11:56AM  Kiadred Hosp. Seattle {st Hill No. 7453 P, 2

~ Adverse Event Contextual Information Form

(i Wishinglon State Diparbieaf of (Optional)

D Health

Slata law requires facilities to confirm adverse avents with the Depariment of Health when they oceur, (RCW
70.66.020) The fadllity must nofify ihe depariment within 48 hours of confirming an gvent. Nollfication includes date,
type of adverse event, and facllily contact infarmation. Facilities may also include contextual infarmation regarding
the raportad avent by completing and submitting this form, This form is oplional and not required as part of the
reporing requirements.

Public disclosure roquests of an advarse svent will include any contextual information the medical facility chose to
provide. (RCW 70.56.020(2)(a))
Y

Compiete the following information and retarn by:
»  Email to: AdverseEventReporiing@doh.wa.goy, or )
«  Mall to: DOH Adverse Events, PO Box 47853, Olympia, WA, 28504-7853, or
« Fax lo; Adverse Events (360) 236-2830

Facility Name: | IKindrad Hospltal Beattle

Facillty Contact: | Ryan Hogken (Director of Qualliy)

o hitps:/fiwww kindredhealthcars com/flocationsftransitivnal-care-hospitals/kindred-
Facilily wab aite: | poepital seattie-firat-hil

Dafe of Event Confirmation; | 2/1 912020

. . 50
Facility capagity:
{e.g., # of beds, rooms,
procedures per year)
LTAC

Other Facility informalion:

4F event reported on 21972020

Patiant M was assessed as having stage 2 pressure injuries to the right and left
butiocks that ware pressnt on admission. The left buttock wound was noted to
have progressed o stage 3 as of 2/19/2020. Patient was admitled an 1/28/2020.

Event Infonmation:

Offlee of Commanpity Heallh Syslems
LOH 630-106 (March 2011)




Mar. 90 2020 11:08AM  Kindred Hosp. Seattle fsf Hil} No. 7h%4 P 2

Adverse Event Gontextual Information Form
Washiglon Stale Deparliment of (Optional)

” Health

Stale law requires facilities to confirm advarse svenis with the Department of Health when they ocour. (RCW
70.56.020) The facility must notify the departmernt within 48 hours of confirming an event. Notificalion includes date,
type of adverse event, and facility contact information. Fadililies may also include contextual information regarding
the reported avent by compieting and submifling this form. This fornt is optional and not required as pan of the
‘reporiing requirements,

Public disclosuro requests of an adverse event will includs any contextual Information the madical facilily chose to
provide. (RCW 70.56.020(2)(a))

Compiete the foliowing information and return by:
»  Emall to: AdverseEveniReporting@doh.wa.qov, or
v Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
v Faxto: Adverse Evenis (360) 236-2830

Fachlity Name: | KIndred Hospital Seatile

Facillty Contaot: | R¥an Hosken (Director of Quality)

N ] hltps:flwww.k(ndfév(ihea!lhnare.ccmlk}caiionsllransitionalhcarE—huspi%alslkindred—
Fasility web site! | hospital-seattle-first-hil

Date of Event Canfirmation; | 5/6/2020

Fagility capagiy: S0
{r.g., # of bads, rooms,
progedures per year)
LTAG

Other Facility information:

4F event on 3/6/2020 - repored on 3/8f2020

Patlent O was assessed ps 'having a sacral wound noted to have progressed to
Linstageable on 3/6/2020. Patient was admlited on 2/10/2020,

Event information;

Offles of Communlty Hoalth Systems
DOH 530-106 {Miarch 2011)




9. 2020 §1:02AM

Washigtor Stale Departmant of

({/Health

Kindred Hosp, Seaitle tst Hill No. 7553 P 2

Adverse E;Jent Contextual information Form
(Optional)

Blate law requires facilitios to confirm adverse evenls with the Department of Health when they oceur. (RCW
70.60.020) The facility must notify the depariment within 48 hours of confirming an event. Notification includes date, -
lype of adverse event, and facility contact information. Facilitles may also include contextual information regarding
the reported event by comp!eting and submiitting this form. This form is optienal and not required as part of the

raporting requirements.

Pubile disclosure requests of an adverse event will include any contextual information the medical facility chose to
provide. (RCW 70.56.020(2)(a)}

Complete the following Information and return by;
«  Emall b AdverseFveniRepordina@doh. wa.gqov, o1

« Mail {o: DOH Adverse Events, PO Box 47853, Olympla, WA, 98')0451‘855 or
» Fax to: Adverse Bvenis (360) 236-2830

Facllity Name:

Kindred Hospital Seallle

Faciiity Contact;

Ryan Hosken (Director of Qualily)

Faollity wab site:

hitps: www. kindredhealthcare. comflocations/iransitional-care-hospitatafkindred-
hospital-seattle-first-hill

Othar Facility information:

Date of Event Confirmation: 3/712020
Facility capacity: 50
{&.g., # of hads, rooms,
procedures per year
LTAG

Evord Information:

4F event on 3/7/2020 - reporied on 3/8/2020

Patient L2 was assessed as having a stage 2 pressure injury to the sacrum on
21282020 that worsened to unslageable on 3/7/2020, Patient is able to turn, but is
non-compllant. Pattent wag adrailted on 2/1/2020, returmed o 8TAC onh 2/22/2020,
untd was reéadmittad on 2/28/2020 with stage 2 sacral wound (now unstageable).

Olfige of Community Haalth Systems
DOH &30-106 (March 264 1)




Adverse Event Contextual Information Form

l ’ Washingtou State Deparbirent of (Dpti ona |)

State law requires facilities to confirm adverse events with the Depariment of Health when they occur. (RCW
70.56.020) The facility must nofify the department within 48 hours of confirming an event. Notification includes date,
type of adverse event, and facility contact information. Facilities may also include contextual information regarding
the reporiad event by completing and submitting this form. This form is optional and not required as part of the
reporting requirements,

Public disclosure requests of an adverse event will include any contextual information the medical facility chose to
provide. (RCW 70.56.020(2)(a))

Complete the fallowing information and return by:
= Email to: AdverseEventReporting@doh. wa.qov, or
« Mail to: DOH Adverse Events, PO Box 47853, Olympiz, WA, 98504-7853, or
+ Fax 1o Adverse Zvents (360) 236-2830

Facility Name: | Kindred Hospital Seattle

Facility Contact: | Ryan Hosken (Director of Quality)

- . hitps:/iwww kindredhealthcare.com/locations/transittonal-care-hospitals/kindred-
Facility web site: | ospital-seattfe-first-hill

Date of Event Gonfinnation: | 9/21/2020

Facility capacity: 50
{e.9., # of beds, rooms,
procaduras per yaar)
LTAC

Other Fagility information:

Event Information: 4F event on 3/21/2020 - reported on 3/23/2020

Patient L3 was assessed as having an unstageable pressure injury to the left
ischial tuberosity (adjacent to the unstageable sacral wound). Per the report on
Patient L2 (same patient) the patient is able to turn and continues o be non-
compliant despite education and encouragement. Patient was admitted on
21112020, returned to STAG an 2/22/2020, and was readmilted on 2/28/2020.

Office of Gommunity Health Syatems
DOH 530-108 (March 2011)



Adverse Event Contextual Information Form
Wﬂsﬁmg}anS!nfeDepzrmntof (Optional)

O Health

Stale law requires facllities fo confirm adverse events with the Deparlment of Health when they occur. (RCW
70.58.020} The facility must polify the deparfment within 48 hours of confirming an event. Notification includes date,
type of adverse event, and facility contact information. Facilities may also include coniextual information regarding
the reported event by completing and submitting this form. This form is oplional and not required as part of the
reporting requirements.

Public disclosure requests of an adverse event will include any contextual information the medical facility chose to
provide. (RCW 70.56.020(2)(a))

Completa the following information and return by:
«  Email to: AdverseEventReporting@doh.wa.qov, or
+ Mail to: DOH Adverse Evenis, PO Box 47853, Olympia, WA, 98504-7853, or
» Faxto: Adverse Events (360) 236-2830

Facility Name: | Kindred Hospital Seattle

Facility Contact: | Ryan Hosken (Director of Quality)

. .| hitps:/iwww kindredhealthcare com/locations/transitional-care-hospitals/kindred-
Facility web &ite: | hogpital-seattie-firt-hil

Rate of Event Gonfirmation; | /28/2020

Facility capacity: 50
{e.q.. # of bads, rooms,
proceduras per year)
LTAC

Other Facility information:

4F event on 3/28/2020 (reported on 3/30/2020);

Fatient P was assessed as having a new unstageable pressury injury to the right
occiput on 3/28/2020. Patient was admitted on 3/14/2020.

Event informatlon:

Office of Community Health Systens
DOH 530-106 {March 2011)




/
(P o Wihinglon Sk Dgartvent of Adverse Event Contextual Information Form
O Lealth orrendl

State law requires facilities to confirm adverse events with the Department of Health when they occur. (RCW
70.566.020) The facility must notify the department within 48 hours of confirming an event. Notification includes date,
type of adverse event, and facility contact information. Facilities may alsa include contextual information regarding
the reported event by completing and submitting this form. This form is optional and not required as part of the
reporting requirements,

Public disclosure requests of an adverse event will include any contextual information the medical facility chose to
provide. (RCW 70.56.020{2){a})

Complete the following information and return by:
» Email to: AdverseEventReporing@doh.wa.qgov, or
+ Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
s Faxto: Adverse Events (360) 236-2830

Facility Name: | 5t Joseph Medical Center
Facility Contact: | Crystal Collins
Facility web site: |253-426-6239
Date of Event Confirmation: | April 9, 2020

Facility capacity: | 370 beds
(e.g., # of beds, rooms,
procedures per year)

Other Facility information:

Event Information: | An unstageable HAPI was identified via the coding review process
after the pt was discharged. Upon further review by our wound

therapy experts, this wound was miscoded as a HAP! and was actually
a diabetic foot ulcer. As such, it should not have been reported as

a HAPL.

Office of Community Health Systems
DOH 530-106 {March 2611)



, Washiugton State Depertuient of

Adverse Event Contextual Information Form
(Optional)

State law requires facilities to confirm adverse events with the Department of Health when they occur. {RCW
70.56.020) The facility must notify the department within 48 hours of confirming an event. Notification includes date,
type of adverse event, and facility contact information. Faciiities may also include contextual information regarding
the reported event by completing and submitting this form. This form is optional and not required as part of the

reporting requirements.

Public disclosure requests of an adverse event will include any contextual information the medical facility chose to
provide. (RCW 70.56.020(2){a)). Please do not include any personally identifiable information for any patient,
healthcare professional or facility employee in this form.

Complete the following information and return by:
» Email to; AdverseEventReporting@doh.wa.gov, or

¢« Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
¢« Faxto: Adverse Events (360) 236-2830

Facility Name:

Cascade Valley Hospital, Part of Skagit Regional Health

Facility Contact:

Sarah Place

Facility web sife:

hitps:/iwww.skagitregionalhealth.org/

Date of Event Confirmation:

5212020

Facility capacity:
(e.g., # of beds, rooms,
procedures per year)

48 bed acute care hospital

Other Facility information:

Event Information:

Cascade Valley Hospital had a patient who was admitted on October 18, 2019,
and later died on October 22, 2019. The hospital filed a police report on the case
for investigation due to report of suspicious visitor on October 21, 2019,

When the patient arrived at CVH, his clinical picture included the following:

Acute respiratory failure with hypoxia

Pheumonia

Sepsis

Acute Myeloid Leukemia, not having achieved remission

Transaminitis

NSTEMI
Several consults were obtained and the patient was determined to not be a
cahdidate for additional interventions, specifically leukopheresis or interventional
cardiology.

Patient had a visitor on the evening of 10/21/2019. Patient status deteriorated
sometime shortly after visitor departed. Later in the evening, what appeared fo be
two puncture marks were found on the patients arm and were noted to be bleeding
and the patient deteriorated shortly thereafter and was intubated.

Lab work was performed and patient was found to be positive for
methamphetamine. Patient only admitted to using marijuana and drinking beer at
admission. Police investigation identified he was a known addict and distributor of
illegal drugs to include methamphetamine and heroin.

Family were notified of patient's condition and determined that he should be taken

Office of Community Health Systems

DOH 530-106 {(March 2011)



Washirgton Siake Deparliest of

/] Unn11-14

Adverse Event Contextual Information Form
(Optional)

v 1LiculLri

off of life support. The patient died shortly after being extubated.

Given the concern about the positive methamphetamine lab result, suspicious
visitor and location of puncture marks, we made an immediate report to the police.
Our report to the Department of Health was awaiting confirmation of the
investigation findings. We received the report on May 20, 2020,

The decision to report this of the case was not made until now as there was a
profonged investigation of 5 months. The report had an indication of the offense
being categorized as Controlled Substance — Homicide. The police are not
pursuing prosecution.

We do not know all the facts despite extensive investigation and are reporting this
case to DOH out of an abundance of caution.

The police investigation report is available for review.

Office of Community Health Systems
DOH 530-106 (March 2011)




Adverse Event Contextual Information Form

/
:,, , Washington State Depariment of (Optional)

Health

State law requires facilities to confirm adverse events with the Department of Health when they occur. (RCW
70.56.020) The facility must notify the department within 48 hours of confirming an event. Notification includes date,
type of adverse event, and facility contact information. Facilities may also include contextual information regarding
the reported event by completing and submitting this form. This form is optional and not required as part of the
reporting requirements,

Public disclosure requests of an adverse event will include any contextual information the medical facility chose to
provide. (RCW 70.56.020(2)(a)). Please do not include any personally identifiable information for any patient,
healthcare professional or facility employee in this form.

Complete the following information and return by:
« Email to: AdverseEventReporiing@doh.wa.qov, or
s Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
+ Faxto: Adverse Events (360) 236-2830

Facility Name: | Center for Birth

Facility Contact: | Tina Tsiakalis

Facility web site: | Www.centerforbirth.com

Date of Event Confirmation: | 05/27/2020
3 birth suites

Facility capacity:
(e.g., # of beds, rooms,
procedures per year)

Other Facility information: Free-standing birth center

Event was a very rare complication of the 3" stage of labor. Client experienced an
inversion of her uterus with delivery of placenta, and associated hemorrhage. She
had an unremarkable pregnancy and a vaginal birth at the birth center on
5127/2020.

She was transported to the University of WA Medical center by paramedics, where
she received treatment and was discharged the following day, approximately 33
hours after arriving.

Event Information:

She is doing well, and her baby is thriving.

Office of Community Health Systems
DOH 630-106 (Marck 2011}



’ Washingfon State Department of

Adverse Event Contextual Information Form
{Optional)

State taw requires facilities to confirm adverse events with the Department of Health when they occur. (RCW
70.58.020) The facility must notify the department within 48 hours of confirming an event. Notification includes date,
type of adverse event, and facility contact information. Facilities may also include contextual information regarding
the reported event by completing and submitting this form. This form is optional and not required as part of the

reporting requirements.

Public disclosure requests of an adverse event will include any contextual information the medical facility chose to
provide. (RCW 70.56.020(2)(a)}). Please do not include any personally identifiable information for any patient,
healthcare professional or facility employee in this form.

Complete the following information and return by:
+« Email to: AdverseEventReporting@doh.wa.qov, or

+ Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
« Faxto: Adverse Events (360) 236-2830

Facility Name:

St. Luke’s Rehabilitation Institute

Facility Contact:

Rhonda Stowe

Facility web site:

St Luke's Rehabilitation Institute.org

Date of Event Confirmation:

6/9/2020

Facility capacity:
{e.q., # of beds, rooms,
procedures per year)

102 licensed beds

Other Facility information:

[npatient Rehabilitation

Event Information:

85 yo female, independent and preparing for discharge home. Ambulating with
therapist at faster pace than usual. Therapist attempted to slow patient down and
was unsuccessful. Patient fell on outstretched arm and sustained non displaced
fracture. All policies and protocols for fall risk were followed.

Office of Community Health Systems
DOH 530-106 (March 2011}



’ Washington Sate Department of

Adverse Event Contextual Information Form
(Optional)

State law requires facilities to confirm adverse events with the Department of Health when they occur. (RCW
70.56.020) The facility must notify the department within 48 hours of confirming an event. Notification includes date,
type of adverse event, and facility contact information. Facilities may also include contextual infermation regarding
the reported event by completing and submitting this form. This form is optional and not required as part of the

reporting requirements.

Public disclosure requests of an adverse event will include any contextual information the medical facility chose to
provide. (RCW 70.56.020(2)(a)). Please do not include any personally identifiable information for any patient,
healthcare professional or facility employee in this form.

Complete the following information and return by:
« Email to: AdversekEventReporting@doh.wa.goy, or

+ Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
« Fax to: Adverse Events (360) 236-2830

Facility Name:

Navos Children’s Residential Program

Facility Contact:

Elizabeth Thompson, Sr. Quality and Compliance Manager

Facility web site:

WWW.Navos.org

Date of Event Confirmation:

71312020

Facility capacity:
(e.g., # of beds, rooms,
procedures per year)

34

Other Facility information:

Navos — Lake Burien Campus
1035 SW 152m St/ 1031 SW 152nd St/ 1027 SW 152N ST
Burien, WA 98166-1845

Event Information:

At approx. 20:04, on 7/3/20, resident 1 (male, 16yrs.) used towels to appear he was
in bed asleep. He was in hall, telling staff he was asked to switch bathrooms due to
cleaning, and subseqguently was allowed entry to a bathroom. Staff assumed
resident 1 had finished his shower and was heading to bed when seen in hallway.

At 20:19 resident 2 (female, 13 yrs.) requested to shower, and when offered one
hathroom, requested the bathroom that resident 1 had been in. To confirm resident
1 was not in that bathroom, staff viewed resident 1 in his bed. Resident 2 was then
allowed in the bathroom requested.

At 20:27 staff realized that the sleeping resident was in fact the towels set up to
mimic a sleeping person. Staff knocked on bathroom door and requested that
resident 2 come out with their clothes on. When resident 2 exited the bathroom she
offered that they (Resident 1/Resident 2) were in bathroom "having sex”.

Staff entered bathroom and found resident 1 fully clothed. Staff report that
residents were alone in the bathroom for 11 minutes. Both residents admit sexual
contact.

Management immediately notified. By 23:30, Burien Police Department Case#
L20021002. CPS and Guardians were notified, with extensive communications
following.

Resident 2 transported to Seattte Children's ER for labs, medication and a& SANE
evaluation. Resident 2 returned to campus at 7am, 7/4/20.

Resident 1 was moved to a separate cottage, away from resident 2.

RCA and plan of correction {o follow within 45 days of this notification.

Office of Community Health Systems
DOH 530-106 {March 2011}




; Washington State Department of Adverse Event Contextual Information Form
) Health e

State law requires facilities to confirm adverse events with the Department of Health when they occur. {RCW
70.56.020) The facility must notify the department within 48 hours of confirming an event. Nolification includes date,
fype of adverse event, and facility contact information. Facilities may also include contextuat information regarding
the reported event by completing and submitting this form. This form is optional and not required as part of the
reporting requirements.

Public disclosure requests of an adverse event will include any contextual information the medical facility chose to
provide. (RCW 70.56.020(2)(a))

Complete the following information and return by:
« Email to: AdverseEventReportina@doh.wa.gov, or
s Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
« Fax to: Adverse Events (360) 236-2830

Facility Name: | University of Washington Medical Center
Facility Contact: | [isa Robinson, Manager of Clinical Reguiatory Compliance

Facility web site: | www.uwmedicine.org
Date of Event Confirmation: | G/24/2020

Facility capacity:
(e.g., # of beds, rooms,
procedures per year)

Other Facility information:

Event Information: | Event 7C: Sexual abuse/assauit on a patient or staff member within
or on the grounds of a healthcare setting reported 9/24/2020.

Sexual assault of a staff member by a patient.

Office of Community Health Systems
DOH 530-106 (March 2011)



(7

ot e e e o Adverse Event Contextual Information Form
T (Optional)
2
Health

State Jaw requires facilities 1o confirm adverse events with the Department of Health when they occur. (RCW
10.56.020) The facility must notify the department within 48 hours of confirming an event. Nofification includes date,
type of adverse event, and facility contact information. Facilities may also include contextual information regarding
the reported event by completing and submitting this form. This form is optional and not required as part of the
reporting requirements.

Public disclosure requests of an adverse event will include any contextual information the medical facility chose to
provide. (RCW 70.56.020(2)(a))

Complete the following information and return by:
»  Email to: AdverselventReporting@doh.wa.qov, or
* Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
* Fax to: Adverse Events {360) 236-2830

Facility Name: | SyR6 .Y ¢_omNYEE OF SILUE-?—DME—,LLC

Facility Contact: BuAks REITBER. wp
Facility web site: SpvERDMEASC . coMm

Date of Event Confirmation:

Facility capacity: oR ~ 00 < Y.
(e.g., ¥ of beds, rooms, 3 ! Fwnd ‘7 /’l
procedures per year)

Other Facility information:
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Event Information:

o L

Office of Community Health Systems
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K Adverse Event Contextual Information Form
Washington State Department of (Optional)

Y Health

State law requires facilities to confirm adverse events with the Department of Health when they occur. (RCW
70.56.020) The facility must notify the department within 48 hours of confirming an event. Nofification includes date,
type of adverse event, and facility contact information. Facilities may also include contextual information regarding
the reported event by completing and submitting this form. This form is optional and not required as part of the
reporting reguirements.

N

Public disclosure requests of an adverse event will include any contextual information the medical facility chose to
provide. {RCW 70.56.020(2)(a))

Complete the following information and return by:
« Email fo: AdverseEventReporting@doh.wa.gov, or
« Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
» Faxto: Adverse Events (360) 236-2830

Facility Name: | Northwest Orthopaedic Specialists

Faci“ty Contact: Quinanna Robins, CEO

Facility web site: | hitp://www.nworthopaedicspecialists.com/

Date of Event Confirmation; | 10/15/2020
5 Qperating Rooms, 2 Procedure Rooms, Approximately 12,000 cases a year

Facility capacity:
{e.g., # of beds, rooms,
procedures per year)

Other Facility information:

The patient was marked and consented at the bedside by surgeon. The
anesthesiologist then came out to perform a block in the pre-op area. The time out
was done, however, the mark was not visualized by the nurse or anesthesiologists.
The time out was read aloud and anesthesiologist, RN and patient all agreed it
was the |eft side. Anesthesiologist blocked the right knee.

Event Information:

It appears that the time out was incomplete and the mark not visualized by the
team. *

A Root Cause Analysis will be submitted within 45 days.

Office of Community Health Systems
DOH 530-106 (March 2011)




Adverse Event Contextual Information Form

4 , Washinglan Stale Departtnent of (Optional)

Health

State law requires facilities to confirm adverse events with the Department of Health when they occur. (RCW
70.56.020) The facility must notify the department within 48 hours of confirming an event. Notification includes date,
type of adverse event, and facility contact information. Facilities may also include contextual information regarding
the reported event by completing and submitting this form. This form is optional and not required as part of the
reporting requirements.

Public disclosure requests of an adverse event will include any contextual information the medical facility chose to
provide. {(RCW 70.56.020(2)(a)). Please do not include any personally identifiable information for any patient,
healthcare professional or facility employee in this form.

Complete the following information and return by:
+ Email to: AdverseEventReporting@doh.wa.qov, or
+  Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
+ Faxto: Adverse Events (360) 236-2830

Facility Contact: | Lisa Norton
Facility web site: | Www.skagitregionathealth.org

Date of Event Confirmation: 10/26/2020
48 Beds

Facility capacity:
(e.g., # of beds, rooms,
procedures per year)

Cascade Valley Hospital is a 48 bed acute care facility in Artington, Washington.

Other Facility information: CVH is part of the Skagit Regional Health system.

On Saturday morning, 10/24/2020, a pregnant patient who had been laboring after
a SROM, was being monitored when a significant change to the fetal heart rate
was noted. A siat C-Section was performed, however, the fetus was stillborn.

Event Information:

The pregnancy was noted to be a monocamnictic monochorionic twin gestation.
Mother had SAB of 2™ fetus in 1% trimester.

Autopsy has been requested.

At this point in time, we do not know all the facts and are reporting pending further
findings.

Office of Community Health Systems
DOH 530-108 (March 2011)




Weeshingtor State Department of

9 Health

Adverse Event Contextual Information Form
(Optional)

State law requires facilities to confirm adverse events with the Department of Health when they occur. (RCW
70.56.020) The facility must notify the department within 48 hours of confirming an event. Notification includes date,
type of adverse event, and facility contact information. Facilities may also include contextual information regarding
the reported event by completing and submitting this form. This form is optional and not required as part of the

reporting requirements.

Public disclosure requests of an adverse event will include any contextual information the medical facility chose to

provide. (RCW 70.66.020(2)(a

)

Complete the following information and return by:
» Emalil to: AdverseEveniReporting@doh.wa.gov, or

« Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
« Faxto: Adverse Events (360) 236-2830

Facility Name:

Western Wachingbn Jdieaf G vup. (e DRA’ éalLM“{»

Facility Contact:

[t e Su!fruam St/xtc,;: /i / Lm!cﬁ;"

Facility web site:

Date of Event Confirmation:

Facility capacity:
(e.g., # of beds, rooms,
procedures per year)

Nov 23 7020

Other Facility information:

Event Information:
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